Aims-To evaluate the impact of training foster carers on children's emotional and behavioural functioning. Methods-In a randomised controlled trial in 17 Scottish local council areas, with immediate and nine month follow up, 182 children and their foster families were randomly allocated to either standard services alone or standard services plus extra training for foster carers on communication and attachment. Main outcome measures were child psychopathology, attachment disorder, self esteem, and cost of foster care. Results-Over 60% of children had measurable psychopathology at baseline. The training was perceived as beneficial by participants. Scores for parent reported psychopathology and attachment disorders decreased by around 5%, self esteem increased by 2%, and costs by 22% in the intervention group. Results were nonsignificant. Conclusions-Despite being well received by foster carers, the training was not suYcient to make a useful impact on the high level of psychopathology. This group may warrant more intensive interventions. (Arch Dis Child 2001;84:302-306) 
In Scotland nearly 3000 1 and in England and Wales over 30 000 children are in foster care. 2 This is a vulnerable group. 3 Fostering was once dominated by placement of "non-problematic" children; nowadays the threshold for placement is higher, 4 and a prevalence of clinically significant psychopathology of 57% has been estimated. [5] [6] [7] Randomised trials of "specialised" foster care including enhanced pay and training for carers plus regular mental health service contact involving family therapy, individual therapy, and frequent telephone consultation, have shown improvements in children's psychopathology. All participants had severe problems, 8 and such schemes are clearly expensive. 9 10 In mainstream services, nonrandomised studies have suggested benefits from training foster carers. [11] [12] [13] A brief, aVordable intervention with an impact on these children's problems would be of major importance.
The role of attachment problems as a risk factor for later psychopathology is well established, [14] [15] [16] and there is a complex relation between communication with care givers and attachment. [17] [18] [19] Attachment in foster care, where children have inevitably suVered separation and loss, has not been studied. Fostered children often have no one to confide in, 20 21 and both carers and children find communication about painful issues diYcult. 20 22 We hypothesised that a training programme for foster carers, focusing on communication skills and attachment, would have a beneficial eVect on the emotional and behavioural functioning of "looked after" children. Because such training should be aVordable and widely applicable by local councils, the programme was restricted to three full days.
Subjects and methods
The study ran from May 1996 to December 1998. Written consent was obtained from foster carers, birth parents, and older children. Verbal consent of younger children was obtained in the presence of the foster carer. Ethical approval of Yorkhill NHS Trust and participating social work departments was obtained.
PARTICIPANTS
All foster carers from 17 Scottish council areas were oVered entry to the study if caring for children aged 5 to 16 who were likely to be in placement for a further year. Final numbers of recruited subjects depended on the following factors: (1) permission of senior social work management in each council area to allow the trial to proceed; (2) agreement of social workers to allow children on their caseloads to participate in the study; (3) consent to participate from birth parents, foster carers, and the children.
PROTOCOL
The training, developed in a qualitative pilot study, 23 was based on Communicating with children: helping children in distress, a Save the Children manual used internationally. 24 It was delivered by an experienced social worker/ trainer. Families were randomly allocated to standard services alone or to extra training. Training sessions ran for six hours per day, the first two days running consecutively with a follow up day one week later. Didactic material was followed by group discussion utilising carers' own experience. At the end of days 1 and 2, tasks were set for discussion at the beginning of the next training day. Those in both the control and intervention groups received whatever training and support was oVered by social work departments during the course of the study.
OUTCOME MEASURES
Before and nine months after the training programme, carers, teachers, and children completed the Strengths and DiYculties Question-naire (SDQ). This 25 item screening instrument for child psychopathology gives an overall score (range 0 to 40) and subscale scores (range 0 to 10) for hyperactivity, conduct problems, emotional problems, peer problems, and prosocial (caring, helpful) behaviour. 25 Children completed the eight item Modified Rosenberg Self-esteem Scale (MRS), before and nine months after the training. 26 The SDQ and MRS were administered on a laptop computer during home visits. Before, immediately after, and nine months after the training, foster carers completed the Reactive Attachment Disorder Scale (RAD). This 17 item questionnaire for attachment disorders gives an overall score ranging from 0 to 51. It has good internal consistency with a Cronbach's alpha of 0.70, test-retest reliability (repeat questionnaire completion after approximately one month) of 0.77, and interrater reliability (between parents) of 0.81. 27 Before and nine months after the training, foster carers completed the Costs of Foster Care Questionnaire, developed for the study, which asks about contact with social workers, doctors, psychology, the criminal justice system, other foster carers, and school. Costs were calculated using Unit Costs of Health and Social Care 28 and by contacting individual workers. The cost of training was averaged over all those randomised to the intervention group. Background information about the children and their placements was given by social workers.
Carers participating in the training completed a six item evaluation questionnaire designed for the study.
SAMPLE SIZE CONSIDERATIONS
A study such as this has not been attempted previously. Epidemiological surveys using the SDQ have shown diVerences in scores of greater than 15% among children in stepfamily, single parent, and non-stepfamily settings. 29 In deciding on the size of this trial we considered that it should have suYcient power to show a diVerence in mean scores of 15% between the intervention and control groups, as a score of this magnitude would be of public health importance. Pilot work suggested a baseline mean score on the parental SDQ of 19.4. Using the same standard deviation as Dunn et al (5.9), 29 60 children per group were required for a power of 90% at the 5% level. The design eVect (deV) correction with an average cluster size of 1.7 and an estimated intracluster correlation of 0.1, resulted in a sample size of 64 children per group. 30 Because of the uncertainties inherent in both the recruitment steps and the power calculations, and to allow for attrition during follow up, we planned to recruit 75 children in each group.
RANDOMISATION AND BLINDING
Families were randomised, after consent, using random permuted blocks of block size 12.
31
The trial was single blind, and stringent measures were taken to maintain this. The randomisation list and identifying information such as receipts were handled only by the study secretary. Participants were reminded about blindness in all letters and at the beginning of phone or face to face contacts. Double blinding was felt to be unfeasible and unethical. A truly "placebo" programme would have wasted participants' time and would be impossible to construct, as simply meeting up with others might benefit carers.
STATISTICAL ANALYSIS
To estimate diVerences between the groups, we measured the mean diVerences, 95% confidence intervals, and p values. We used analysis of covariance to measure the mean diVerences between the groups, taking into account baseline scores and variables which had an eVect on training outcome and were imbalanced after randomisation. We used an "intention to treat" analysis to compare the intervention and control groups regardless of whether the family attended the training. Data are presented from female foster carers, except where male carers were single heads of families (n = 6). Although families were randomised, children's data were analysed, and the Huber correction 32 was used to correct for any correlation between children living in the same family and to allow for the skewed distributions found in the analysis of costs to be used legitimately in the regression. We used computer software STATA version 4.0. Figure 1 shows details of participant flow and follow up. We recruited 160 families, but some withdrew after randomisation; slightly more from the intervention group. This left a final sample of 121 families with 182 children. Fifteen families randomised to the training did not attend. Table 1 shows the baseline characteristics of participants. Analyses were adjusted to account for any imbalances after randomisation. The postal response rate immediately post-training was only 54% (hence the lower numbers in table 2), so for the nine month follow up, the majority of questionnaires were completed by foster carers and children during a home visit. Eighty two per cent completed the study and were followed up for nine months after the training. The only statistically significant diVerence between "completers" and "non-completers" was that the latter were younger (mean age 43 v 46 years; p = 0.04).
Results

SUBJECTS
Deprivation categories and the rate of breakdown of placements were known for those who were oVered entry to the trial but did not participate. The modal deprivation category was the same (4) for participants and nonparticipants; the number of families experiencing a placement breakdown was 24 (19%) for participants and 25 (21%) for nonparticipants, a non-significant diVerence (p = 0.6).
CHARACTERISTICS OF THE CHILDREN
As table 1 shows, 93% of children had suVered previous abuse or neglect and over 60% had some degree of psychopathology.
BASELINE TRAINING OFFERED BY COUNCILS
Excluding the intervention, the mean hours of training attended by carers during the study was six (range 0 to 42); 48% had attended none. Of those randomised to the intervention group, 48% did not attend the extra training.
PERCEPTION OF THE TRAINING
The mean score for the six questions comprising the Perceived Benefit Scale was 2.5 (SD 0.6; n = 48) with a maximum of 3-that is, training participants on average perceived substantial benefit from it. They enjoyed the training, and felt they were better carers since the training, that the child they were looking after was better behaved, and that their relationship had improved. OUTCOME IMMEDIATELY AFTER TRAINING Table 2 shows outcomes immediately posttraining. We compared children whose families were invited to attend the extra training with (17) 24 (13) Values are percentages (numbers) unless stated otherwise. Numbers vary due to missing data. (8) 17 (9) 0.53 (−1.6, 2.6) 0.6 *Adjusted for pretraining scores, the number of children previously looked after by the foster carers, and the sex and age of the child. Values are means (SD) unless otherwise stated. *Adjusted in ANCOVA for pretraining scores, the number of siblings in placement, and the age of the child. †Adjusted in ANCOVA for pretraining scores, the number of children previously looked after by foster carers, the number of siblings in the placement, and the age and sex of the child. ‡ Adjusted in ANCOVA for pretraining scores, the number of siblings in the placement, and the age and sex of the child.
those only oVered standard services. Carers invited to the training reported virtually no difference in the symptoms of attachment disorders immediately after the training. OUTCOME NINE MONTHS AFTER TRAINING Table 3 shows outcomes nine months posttraining. Again, we compared children whose families were invited to attend the extra training with those only oVered standard services. Carers invited to the training reported non-significant improvements in attachment disorders and psychopathology. Teachers reported a non-significant worsening and children a non-significant improvement in psychopathology. Children also reported a nonsignificant improvement in self esteem. The costs of foster care in terms of service use increased non-significantly in the intervention group.
Discussion
Children in the sample had overwhelmingly suVered abuse and neglect, and over 60% had some degree of psychopathology. The trial showed that the training had measurable and possibly even clinically significant eVects, but no statistically significant impact on child psychopathology or on costs, despite foster carers perceiving benefit to themselves and the children they were looking after. The trial was designed to give a pragmatic evaluation of foster carer training within "mainstream" foster care. This is an under researched area, not least because of the layers of bureaucracy that have to be navigated in order to carry out research on these children, but calculations suggested that the study had suYcient power to detect meaningful changes in children's functioning. Our sample, however, had greater variability within it than the sample used for power calculation and, therefore, despite similar diVerences being found between intervention and control groups to those predicted, the results were not statistically significant. We achieved a heterogeneous sample similar to the wider population of foster families.
1 The recruitment rate of 42% raises the possibility of unknown diVerences, but participants and non-participants were similar in deprivation category and placement breakdown rate, which makes major diVerences less likely.
There was greater attrition in the intervention group. More experienced carers, or those whose children have few problems, might have agreed to participate, hoping that they would not be randomised to training. The fact that the intervention group had looked after fewer children previously and their children had higher scores for psychopathology suggests this. Pretraining scores and the number of previous placements were entered into the regression analyses, which makes these factors less likely to cause bias.
The rate of attendance, while apparently low at 52%, compared well with other training programmes, even those oVering "catch up" sessions. 33 Low attendance may be an intrinsic quality of foster carer training of this type.
The outcome measures may not have captured important diVerences between the groups. Also, diVerences between the intervention and control groups may increase with time, as noted in early intervention programmes for deprived children. 34 This is particularly likely for the costs data. An increase in short term costs may be a result of families noticing more problems and instigating appropriate referral. Such short term increases in costs may turn into long term decreases as problems are dealt with.
The study set out to test the eVects of a realistic intervention which could easily be adopted within current services and budgets. There is good evidence that, for children with severe psychopathology, "specialist" schemes are beneficial, 8 but as is clear from this and other studies, more than half the children in "mainstream" foster care have significant mental health problems. Successful schemes oVered two hour group sessions, three to five hours of face to face, plus frequent telephone contact with staV each week; therapy was given for child and family where appropriate, with a significantly improved fostering allowance. 8 Recently, researchers in the USA have suggested that we need to go beyond "specialist" foster care into "professional" foster care in which carers are paid a substantial annual salary in addition to good training and support. 35 Our intervention was not suYcient to make a substantial impact on the children. Far more intensive interventions may now have to be considered.
CONCLUSIONS
Almost all children in a sample of those in foster care in Scotland had suVered abuse or neglect, and over 60% were suVering from measurable psychopathology. A training programme organised within existing services, despite being valued and perceived as beneficial by participants, did not impact on this massive level of psychopathology. Costly, intensive schemes for the most disturbed children in foster care have been shown to be eVective. To institute such a radical reorganisation of services across the board would require a major eVort of political will and a massive injection of finance, but may be what these children need. The cost must be oVset against probable savings in later years. 36 Such services require urgent evaluation.
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